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Abstract
Background: Common mental health problems are mainly treated in primary care settings and collaboration
with mental health services is needed. Prior to re-organisation of the mental health care offer in a geographical
area, a study was organized: 1) to evaluate GPs' opinions on their day-to-day practice with Patients with Mental
Health Problems (PMHP) and on relationships with Mental Health Professionals (MHPro); 2) to identify factors
associated with perceived need for collaboration with MHPro and with actual collaboration.
Methods: All GPs in the South Yvelines area in France (n = 492) were informed of the implementation of a local
mental health program. GPs interested in taking part (n = 180) were invited to complete a satisfaction
questionnaire on their practice in the field of Mental Health and to include prospectively all PMHP consultants
over an 8-day period (n = 1519). For each PMHP, data was collected on demographic and clinical profile, and on
needs (met v. unmet) for collaboration with MHPro.
Results: A majority of GPs rated PMHP as requiring more care (83.4%), more time (92.3%), more frequent
consultations (64.0%) and as being more difficult to refer (87.7%) than other patients. A minority of GPs had a
satisfactory relationship with private psychiatrists (49.5%), public psychiatrists (35%) and social workers (27.8%).
53.9% had a less satisfactory relationship with MHPro than with other physicians.
Needs for collaboration with a MHPro were more often felt in caring for PMHP who were young, not in
employment, with mental health problems lasting for more than one year, with a history of psychiatric
hospitalization, and showing reluctance to talk of psychological problems and to consult a MHPro.
Needs for collaboration were more often met among PMHP with past psychiatric consultation or hospitalization
and when the patient was not reluctant to consult a MHPro. Where needs were not met, GP would opt for the
classic procedure of mental health referral for only 31.3% of their PMHP.
Conclusion: GPs need targeted collaboration with MHPro to support their management of PMHP, whom they
are willing to care for without systematic referral to specialists as the major therapeutic option.
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Background
In developed countries, mental health problems, espe-
cially anxious and depressive disorders, are frequent and a
leading cause of disability [1-4]. Since they are potentially
remediable when adequately treated, they represent a
major public health challenge [5,6]. A major obstacle to
the instatement of adequate care is that when people do
seek help, generally from their General Practitioner (GP),
most of these problems are not recognized or not appro-
priately treated [4,7-9]. GPs have thus received special
attention to improve mental health care because of their
unique position [10]. Educational interventions have
been proposed but have shown some limitations: tempo-
rary effect, no improvement in recognition of depression
nor in patient recovery. They seem effective only when
accompanied by organizational interventions [10-13].
Organizational interventions, based on the interaction
between primary and secondary care, have been devel-
oped in several countries through local initiatives or
national mental health reforms for improving depression
care: in US [13,14], in UK [15], in Australia [16,17], in
Canada [18,19]. They focus on the key role of GPs and on
different forms of collaboration with mental health pro-
fessionals (education, communication, on-site collabora-
tion, collaborative care, stepped collaborative care,
quality improvement, case management...). In France,
collaboration is also encouraged by national government
policies ("plan santé mentale" 2001 and 2005–2008).
However collaboration of this sort requires pragmatic def-
inition in clinical practice: for which patients with mental
health problems (PMHP) do GPs need assistance from
Mental Health Professionals (MHPro)? What sort of
assistance? Why has this assistance not been organized up
till now, i.e. what are the barriers to collaboration? Defin-
ing these issues is important before the development of
quality improvement programs, considering some disap-
pointing instances of collaboration between GPs and psy-
chiatrists, where GPs have made limited use of
opportunities for collaborative care with psychiatrists in
spite of GP-reported perceived needs [20].
To design effective quality improvement programs based
on targeted strategies among professionals and adapted to
professional needs in the pilot area of South Yvelines, a
survey was organized to gather information on some of
these questions, with two objectives.
First, to evaluate satisfaction with mental health practice,
exploring GPs' opinions on their patients with mental
health problems (PMHP) and on relationships with Men-
tal Health Professionals (MHPro).
Second, to measure factors associated with GPs' needs for
collaboration with MHPro, with collaboration actually
occurring, and with instances where needs are not met.
Methods
Population
All the 492 GPs of the area of "South Yvelines" (600 000
inhabitants) were approached by post in spring 2000 to
recruit for the survey with a postage-paid reply envelope if
they agreed to take part in this local area mental health
program.
GPs were asked to include prospectively over an 8-day
period all consulting patients over 15 years old "for whom
a Mental Health Problem was the main current problem".
Data collected
GPs completed two questionnaires requiring approxi-
mately 30 minutes to complete:
First a questionnaire on their overall practice in the field
of mental health, including data on their opinions on
their PMHP compared to other patients, and on relation-
ships with MHPro compared to other physicians.
A second questionnaire was completed for each PMHP
included. Data was collected on demographic profile,
clinical status, care provision and needs for collaboration
with MHPro (met or unmet). To be feasible in daily prac-
tice, diagnoses were established using a classification
developed by a working group of GPs and psychiatrists,
secondarily translated into CIM-10 main diagnostic
groups by 2 physicians independent from the study (a
psychiatrist and a GP).
Statistical analysis
Descriptive and comparative analyses were performed
with SAS 8.2. Three groups of PMHP were considered: no
need for collaboration with MHPro expressed by the GP
("No need"); need for collaboration with MHPro but no
actual collaboration ("Need Unmet") and need for collab-
oration with MHPro and actual collaboration ("Need
Met"). Factors leading to a need for collaboration
("Need") and to actual collaboration ("Need met") were
determined using two multivariate logistic regressions.
The patients' demographic and clinical variables were
entered into the regressions where chi-square tests (for
categorical variables) and ANOVA tests (for continuous
variables) produced a 5% level of significance. The "need"
multivariate logistic regression, obtaining a non-signifi-
cant result on the Hosmer and Lemeshow Goodness-of-
Fit Test (p = 0.95), concerned 1007 patients. The "need
met" multivariate logistic regression also producing a
non-significant result on the Hosmer and Lemeshow
Goodness-of-Fit Test (p = 0.87), concerned 532 patients.BMC Family Practice 2005, 6:18 http://www.biomedcentral.com/1471-2296/6/18
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Results
Characteristics of participating GPs and patients enrolled
One hundred and eighty GPs volunteered to participate to
the mental health program (36.6% of local area GPs).
They were predominantly male (69.4%), experienced pro-
viders (66.1% had been working for more than 10 years)
and most were exclusively in private practice (79.4%).
Compared to local area GPs, they were younger (p = 0.05)
but did not differ for gender (Table 1).
The GPs enrolled 1519 MHP patients, representing 15.0
% of the overall number of consultations. Each participat-
ing GP saw 8 MHP patients on average (range 0–35). A
majority of MHP patients were female (68.2%), mean age
was 46.9 years (sd = 15.9). 61.4% had a current profes-
sional activity, 25.5% were living alone and 13.7% had a
national disability allowance. The most frequent diag-
noses were anxious and depressive disorders (33.7% and
31.3%). The disorders had lasted on average for 6.7 years
(sd = 8.1). 18.3% of patients had a history of psychiatric
hospitalization, 51% a history of care by psychiatrists.
71.6% had been managed by GPs for more than 2 years.
Consultations lasted on average 23.2 minutes (sd = 8.9).
According to the GPs, for 70.8% it was easy to talk about
"psychological problems" but it was less easy to talk about
a psychiatric consultation (proving easy for only 43.4%).
GPs' opinions on Patients with Mental Health Problems 
and on relationships with Mental Health Professionals
Four GPs out of five considered that patients with MHP
have more expectations regarding care (83.4%), require
more consultation time (92.3%) and are more difficult to
refer to a specialist (87.7%) than other patients. A major-
ity of GPs (64.2%) regretted having so many patients with
MHP. 46.6% considered that PMHP expectations in terms
of medical results are greater than among other patients.
Few GPs complained about non-punctuality or unreliabil-
ity of PMHP with regard to appointments (14.4%) (Table
2).
While 78.4% of GPs were 'very' or 'mostly' satisfied with
their relationships with other GPs, only 49.5% rated the
same level of satisfaction for relationships with private
psychiatrists, 35.0% for public psychiatrists and 27.8% for
social workers. None of the GPs was 'very' satisfied with
the information given by mental health professionals, and
only 23.9% were mostly satisfied (Table 3).
Factors associated with GPs' needs for collaboration with 
Mental Health Professionals and with these needs being 
met
GPs felt a need for collaboration with a MHPro for 43.3%
of their MHP patients. Within this group only 35.3% felt
that their need was met (15.3% of the overall PMHP
group).
Where needs were not met, for 64.1% of their patients GPs
do not know what type of collaboration to seek, and for
31.3% they considered there was a need for care by
MHPro, and for occasional advice for 4.6%. They would
like to be able to refer mainly because they lack confi-
dence with this type of care (48.3 %) but also because it
Table 1: Characteristics of GPs responding to the survey (N = 180)
Respondents N = 182 Yvelines GPs N = 492 P
Male (%) 69.4 78.4 ns (0.3)
Age in years (%)
25 to 34 9.4 7.7
35 to 44 40.6 45.1
45 to 54 43.9 37.0 0.05
55 to 64 5.6 8.7
65 and over 0.6 1.6
Time in current practice (%)
< 5 years 15.0 na
5 to 10 18.9 na
> 10 66.1 na
Type of practice (%)
Private practice exclusively 79.4 na
Private and public practice 20.6 na
Mean working hours per week (sd) 51.5(15) na
na Data not availableBMC Family Practice 2005, 6:18 http://www.biomedcentral.com/1471-2296/6/18
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requires too much time (17.8%). 70.5% cited a psychia-
trist as the desired collaborator, and 22.7% a psychologist.
The need for collaboration with a MHPro (whether met or
unmet) was more often felt by GPs for PMHP who were
young (p < .0001), not in employment (p = .002), with
mental health problems lasting for more than 1 year (p =
.003) and past psychiatric hospitalization (p < .0001).
GPs' needs for collaboration were more frequent when the
patient was reluctant to consult a MHPro. Further to this,
GPs seem to be rather more comfortable with patients suf-
fering from anxiety than with other diagnoses. Finally,
where a need for collaboration was felt, consultations
were shorter (Table 4, ' [see Additional file 1]').
The need for collaboration was more often met in case of
past psychiatric consultation (p = .0002) or hospitaliza-
tion (p = .0004) and when the patient showed no reluc-
tance to consult a MHPro (Table 4, ' [see Additional file
1]').
Table 2: GPs' opinion on their Patients with Mental Health Problems compared to their other patients (N = 182)
% Fully agree Rather agree Rather disagree Completely disagree No opinion
Have more 
expectations for care
30.0 53.4 10.5 1.1 5,0
Have more 
expectations for 
results
9.4 37.2 45.6 2.8 5,0
Expect more frequent 
consultations
22.2 42.8 26.1 3.3 5.6
Require more time 58.9 33.4 4.4 1.1 2.2
Are more difficult to 
refer
53.3 34.4 6.7 3.9 1.7
Are less punctual/
reliable on 
appointments
7.7 6.7 27.8 51.7 6.1
Table 3: GPs' satisfaction of quality of exchanges with Health Professionals (N = 182)
% Very satisfied Fairly Satisfied Fairly Unsatisfied Very unsatisfied No opinion
Relationship with
...private psychiatrists 6.7 42.8 36.1 11.7 2.8
...public psychiatrists 3.5 31.5 21.8 8.1 35.1
...with social workers 1.1 26.7 37.8 10.6 23.8
...other primary 
physicians
17.8 60.6 16.7 1.7 3.3
...health professionals 
in general
9.5 73.9 14.4 1.7 0.6
Information received 
from mental health 
professionals in case 
of collaboration for a 
patient
0.0 23.9 42.8 28.9 4.4
Much better Better Same Worse Much worse
Relationship with 
mental health 
professionals in 
comparison with 
other health 
colleagues
0.6 4.5 41.0 40.4 13.5BMC Family Practice 2005, 6:18 http://www.biomedcentral.com/1471-2296/6/18
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The more emphasis GPs put on collaboration, the more
positive they evaluated their relationships with mental
health professionals to be. 57.5% considered relation-
ships with MHPro as less satisfactory than those with
other health professionals when no need for collabora-
tion was felt, 55.9% in case of unmet need and 48.1%
when need was met (p = 0.004).
Discussion
Limitations
More than one third of GPs contacted volunteered for the
local area mental health program and participated in the
study. Results may reflect a particular population of GPs,
younger than the average and probably already more
involved in mental health care in their ordinary practice
than non-respondents (who were however not con-
tacted). It is likely that mental health actions targeting GPs
can reach only a certain proportion. It has indeed been
shown that the willingness to collaborate is greater among
physicians under the age of 50 [21].
Caution is also required in the interpretation of this study
on account of a second limitation. This resides in the fact
that the results are based on GPs' reports on patients that
they identified as PMHP. This use of assessment by the
GPs could involve a recruitment bias, with a selection of
the most severe patients. Indeed, external audits among
general practice attendees have shown high unmet needs
of mental health treatments but also PMHP as having less
severe, less chronic and more readily treatable disorders
[22-25]. The study option was to approach GPs' day to day
practice with such patients and their subjective percep-
tions. The focus is on their attitudes towards patients they
identify as PMHP and their attitudes towards the relevant
specialist services, the aim being to adapt the mental
health program to these particular attitudes.
GPs' opinions on their Patients with Mental Health 
Problems
In the study, PMHP identified by primary care respond-
ents presented mainly anxious and depressive disorders.
GPs have rather negative attitudes towards them. Previous
papers have noted that complicated depressive symptoms
are frequently encountered in primary care [26-28] and
PMHP are time-consuming and require particular skills
[29]. But as shown in our study, managing PMHP is a key
part of a GP's job, and a part they are willing to take on if
sufficient support and expertise are available.
GPs' collaboration with Mental Health Professionals
In the survey, GPs' needs for collaboration with MHPro
have been reported to apply to half of their MHP patients.
No publication on this point was found in the literature.
Other studies conducted in ordinary practice have been
focused on actual referrals from GPs to MHPro, or on
actual utilization of mental health specialists, without
reporting on GPs' perceived needs as is the case here
[26,28,30,31]. Referral percentages have been estimated
to be between 4 to 23% of primary care patients, and uti-
lization of mental health specialists at 38% of depressed
patients [26,30,31]. GPs' perceived needs for collabora-
tion with MHPro are greater than needs for referral, prob-
ably because most patients are reluctant to consult a
mental health professional [32].
This study sheds new light on factors related to GPs' col-
laboration with MHPro. According to a previous study on
primary care patients with depressive symptoms, the best
predictors of referral and utilization of mental health spe-
cialists were: more severe depressive symptoms, more
long-standing problems (more than 1 year), prior visits to
a mental health specialist, more years of education, being
in the younger age groups, and being female [31]. The
influence of the "psychiatric label" has been shown [33].
The present results on perceived needs for collaboration
with MHPro may well apply to all mental pathologies
encountered in primary care. Some of the above variables
already reported to be related to perceived need (young
age, prior mental health care) have been confirmed in the
present study, and in addition this work has pinpointed
the variable of not being in employment (which could
correlate with disease severity). As has already been
shown, GPs view patient-centered barriers as the most
influential barrier to collaboration, more so than physi-
cian-centered barriers or system barriers [26,28-30,34,35].
But these patient-centered barriers could be associated
with physician centered barriers, given GPs' dissatisfac-
tion with relationships with mental health professionals.
The dissatisfaction is greater than with other health pro-
fessionals, and dissatisfaction is known to be associated
with less frequent use of mental health services [30]. It is
noteworthy that when needs are not met, only a third of
GPs would opt for a referral to MHPro, suggesting that it
is not a major therapeutic option for GPs. The classic pat-
tern of referral to specialists as the major therapeutic
option is often not relevant since it does not readily occur
in day-to-day practice. The solution could be to develop
other forms of collaboration between GPs and mental
health professionals. Many MHP patients could be man-
aged entirely by their GPs or treated in primary care if suf-
ficient expertise is available (prompt psychiatric
consultation, collaborative care) without actual referral
[10,13,25]. To reinforce this notion, our results have
shown that when there is actual collaboration, GPs' nega-
tive opinions on relationships with mental health profes-
sionals are less marked.
Conclusion
GPs are a key factor in the care of the commoner mental
health problems. They are willing to care for this type ofBMC Family Practice 2005, 6:18 http://www.biomedcentral.com/1471-2296/6/18
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patient if they have more support for this job than they do
at present. There is a need for collaboration, not in the
form of the classic referral to specialists as the major ther-
apeutic option, but in the form of emphasis on collabora-
tive relationships with mental health specialists, to
improve quality of the care provided in commoner men-
tal health disorders[36]. Results from this survey have
been integrated into the "South Yvelines Mental Health
Network" created in June 2001, by promoting this type of
collaborative relationships in the area. Further evalua-
tions are underway.
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